As only eight cases have been p reviously reported in the literature, plasma cell granuloma of the thyroid gland is a rare entity. This condition can be conf used with a benign or malignant neoplastic thyroid process. In this article, we describe a new case ofplasma cell granuloma of the thyroid gland that occurred in a 46-year-old man who also had Hashim oto 's thyroiditis. This case represents only the second documented instan ce of a plasma cell granuloma of the thyroid occurring in the setting of Hashimoto 's thyroiditis. Moreover, it is only the second case of a plasma cell granuloma that has been reported in a male.
Introduction
Plasma cell granuloma is a non-neoplastic proliferation of polyclonal pla sma cells within a fibrous stroma. The lesions are typi cally well circumscribed, but they lack a definitive capsule . Plasma cell granuloma usually occurs in the lungs, but cases of extrapulmonary manifestation s have been documented in multiple organs.
In the thyroid gland, plasma cell granuloma is exceedingly rare. Only eight previou s cases have been reported worldwide. ':" In this article, we describ e a new case of plasma cell granuloma of the thyroid. Thi s case is eve n more rare in that it is only the second docum ented case that occurred in a patient with Hashimoto' s thyroid itis. Moreov er, it is only the second case that has been reported in a male; all of the other pre viously reported cases except one? occurred in young or middl e-aged women. Case report A 46-year-old man who had a history of Hashimoto 's thyroiditis and hypothyroidi sm came to the outp atient clinic at the Denver Health Medic al Center with a complaint of a painless left neck mass that had enlarged during the previous 10 month s. The patient had been taking thyroid hormone replacement therap y and was otherwi se asy mptomatic. He also related a family history of thyroid cancer in both his mother and sister, and he was therefore concerned about the possibilit y of a mali gnant process in hims elf as well .
On physical examination, the thyroid gland was firm, enlarged, and bilaterall y nodular on palpation, and a dominant nodule was noted in the left thyroid lobe. Labo ratory test results included an elev ated thyroid-stimulating hormon e (TSH ) level of 10.46 flU/ml (normal: 0.32 to 5.20), a free thyroxin e (T) concent ration of 0.49 ng/dl (normal: 0.50 to 1.70), and a serum total protein measurement of 6.2 g/dl (normal: 6.0 to 8.2).
Analysis of a fine-needle aspiration biop sy specimen co uld not exclude the possibility of a neopl asm. In view of the patient' s history of Hashimoto' s thyroiditis and hypothyroidi sm and his family history of thyroid cancer, a total thyroidectomy was performed. The patient' s postoperative course was unremarkable, and he was discharged on hormone repla cement therapy.
The resected thyroid speci men was submitted for analysis in two piece s, which weighed 59 grams in aggregate. Also noted in the background were a few remnants of destroyed thyroid follicles . No lymphocytic component was seen in the left nodule.
Immunohistochemical staining for kappa and lambda light chains (Ventana Medical Systems; Tucson, Ariz.) revealed that the plasma cell infiltrates were polyclonal (figure) . On the basis ofthese findings and the histopathologic features, the non-neoplastic nature of the lesion was confirmed and a diagnosis of plasma cell granuloma occurring in the setting of Hashimoto's thyroiditis was established.
Discussion
The qenign, polyclonal nature of any plasma cell granuloma must always be confirmed by immunohistochemical staining for kappa and lambda light chains or by some other technique. Histologic examination alone is insufficient to discriminate plasma cell granuloma from plasmacytoma or plasma cell myeloma, even though it rarely manifests in the thyroid.
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The etiology of plasma cell granuloma remains unclear. De Mascarel et al hypothesized that plasma cell granuloma represents an exaggerated immunologic response to either an infectious or a noninfectious antigenic stimulus that is initially localized. ' However, no literature exists to support this theory. Chan et al reported that their case likely originated in a colloid nodule.'
In previously reported cases, the status of the thyroid gland function at the time of diagnosis was inconsistently documented. Both normal -" and hypothyroid's" states were reported. The most recent case occurred in a 46year-old woman who had euthyroid goiter." In our case, the patient had a long history of hypothyroidism.
Plasma cell granuloma occurring concomitantly with Hashimoto's thyroiditis has been previously described only once before, by Zingrillo et a1. 6 They theorized that the presence of Hashimoto's thyroiditis might provide fertile ground for an aberrant but localized polyclonal plasma cell prolife ration . Hashimoto's thyroiditis is well known to accompany the development of some neoplastic entities in the thyroid-namely, lymphoma and papill ary carcinoma. More case reports are needed before a definitive connection between these entities can be established .
While both plasma cell granuloma and Hashimoto' s thyroiditis were present in our patient simultaneously, the link, if any, betwe en the two entities is not clear at this point. No case of malignant transformation or recurrence of plasma cell granuloma has yet been described in the literature.
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